Two types of femoral neck fractures are nowadays identified: those resulting from low energy trauma, usually by direct by falling on the hip, in patients with affected bone stock (the so-called "fragility fractures") and those produced by high energy trauma, even in younger people, with normal bone stock. These recommendations are addressed to the first category. for which impaired mineral bone density (MBD), osteopenia, and osteoporosis represent major enabling factors. These recommendations refer to classification-based local and general treatment of femoral neck fractures (excluding the basilar neck ones). The presumptive and definitive diagnoses include the precise description of the fracture pattern, by complete imagistic evaluation. The treatment depends on the type of the patient (demanding or non-demanding), on the type of the fracture (stable or unstable), as well as on the facility of early treatment, in certain cases. The main therapeutic goal in femoral neck fractures is early social and professional reinsertion of the patient, by gaining a status as close as possible to the one before the trauma; stable stabilization allowing early mobilization has a key role in fulfilling this objective Therefore, complete evaluation and monitoring of the patient by a multidisciplinary team is mandatory in order to perform a proper evaluation of the anaesthetic and surgical risk ( as these patients usually have pre-existing health problems, sometimes severe) , a safe and adapted (form the point of view of invasivity) surgery and an appropriate post-operative local and general treatment. Therefore, these recommendations have numerous connections with those involving the intervention of physicians from other specialities with whom orthopaedic surgeons must cooperate in these cases
I.Aetiology
Femoral neck fractures usually result from falling on the hip. The decrease of mineral bone density (MBD), osteopenia and osteoporosis represent major favouring factors, which is why this fractures are more frequently and after 60 yrs, when they are considered as fragility, low energy fractures.
In young people, femoral neck fractures occur almost exclusively in high energy trauma, usually due to an impact on the knee transmitted to the hip ("Dashboard syndrome"), and are frequently associated with ipsilateral femoral dyaphiseal fractures. Another particular case is that of fractures occurring without any apparent trauma (at a simple movement or spontaneously), usually of tumour-type, primitive or secondary.
The following recommendations refer to the recent femoral neck fractures resulting from a low energy trauma. They will be applied only with prudence and in accordance with the characteristics of the patient in case of femoral neck fractures resulting from a high-energy trauma in young patients, frequently associated with other osteoarticular lesions, as well as in pathological (tumour) bone fractures.
Recommendation: The recommendations will require the harmonization and completion through stipulations specific for the medical fields involved in the treatment of these patients (firstly Intensive Care Unit), established by professional organizations in the field.
II.Classification
Many systems of classification can be used for femoral neck fractures [1,2]:
A. The anatomical classification (Delbet) describes :
-Subcapital fractures located at the junction of the femoral head with the femoral neck -Midcervical fractures ( those which are usually related as " femoral neck fractures " FNF) -Basicervical fractures, which from the point of view of treatment and prognosis, are included in the trochanteric hip fractures group, reason for which the recommendations regarding these fractures will be mentioned in the chapter dedicated to trochanteric hip fractures.
B. Bőohler classification based on the mechanism:
-Adduction fracture, with a reserved prognosis -Abduction fracture, with a better prognosis C. Pauwels classification refers on the angle between the fracture line and the horizontal line:
-Pauwels I -angle below 30 degrees, with a favourable prognosis -Pauwels II -angle between 30 and 50 degrees -Pauwels III -over 70 degrees, with an unfavourable prognosis D. Garden classification, the most often used for mediocervical fractures:
-Garden I -incomplete or valgus impacted -Garden II -complete but without displacement -Garden III -complete with partial displacement -Garden IV -complete with total displacement Based on the Garden classification, the femoral neck fractures can be described as:
- [3] .
It is recommended to establish the definitive diagnosis as soon as possible taking into account the benefits of early treatment.
The differential diagnosis must be established for hip concussion, fractures of pubic rami, fractures of the acetabulum, femoral head fractures, trochanteric hip fractures.
IV.Treatment of femoral neck fracture
The therapeutic objective in femoral neck fracture is the early mobilization of the patient and his return to a status as close as possible to the one before the trauma [4] . Considering that, treatment of femoral neck fractures must be established, monitored and adapted by a pluridisciplinary team who, besides the orthopaedic surgeon, must include the anaesthetist and, according to the patient's associated comorbidities, specialists from other medical fields such as cardiology, internal medicine, gastroenterology, etc., to whom the general practician ( family physician) must join after discharge. Moreover, the cooperation of the patient and the care and recovery conditions outside the hospital environment should be taken into consideration when choosing the treatment.
From these points of view, the treatment of a patient with a femoral neck fracture involves complex measures that aim the following: From the practical point of view, the aspect which is related with the probability of healing is the fracture stability. Garden I and II fractures are considered stable, with higher chances of healing (without being absolute) , while Garden III and IV are considered unstable fractures, with low chances of healing, taking into account the intra-articular type of the fracture, as well as the vascular supply of the proximal femur [2].
Recommendation: Considering the potential local complications, surgical treatment is the method of choice in femoral neck fractures, respecting all the elements regarding [2]: o Establishing the indication o Obtaining the informed consent o Evaluating the risk and the risk-benefit ratio (after the clinical and paraclinical evaluation of the patient)
The types of treatment that can be used in femoral neck fractures are the following:
1. Non-surgical 2. Surgical
Non-surgical treatment (conservative) is indicated in cases in which:
-it is believed that it can ensure the healing of the fracture -it is believed that the risks of surgical treatment exceed the benefits -the patient refuses the surgery Non-surgical treatment can have two
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possibilities :
-when fracture healing is intendedthe mobilization of the patient will be initially without support on the injured leg ; this will start progressively, so that the fracture is protected. The moment of support will be decided individually according to the clinical and paraclinical evolution -when the only goal is to mobilise the patient, without intending fracture healing, the patient can be immediately mobilized within the limit of pain tolerance, and mobilization with weight bearing on the injured leg can be started early. This way, it is put in the foreground fracture healing in order to prevent specific complications due to prolonged bed rest -when it is considered to be necessary for optimal functional recovery of the patient, for his social, professional and family reintegration -in displaced fractures or with risk of displacement -in patients for whom it is considered that the benefits of the surgical treatment exceed the risks.
Recommendation: The indications of nonsurgical treatment (conservative) in femoral neck fractures (with one of the methods described) are limited to the circumstances presented above

Surgical treatment
The surgical treatment has two methods: osteosynthesis and arthroplasty [6] . [7, 8] b. Hemiarthroplasty with bipolar endoprosthesis (cemented or uncemented, according to the quality of the bone stock) -in young patients, with apparently intact acetabular cartilage [7, 8] c. Total hip endoprosthesis (uncemented or cemented, depending on the quality of the bone stock, the possibilities of mobilization, as well as on the patient's comorbidities) whenever the acetabulum is affected or high risk of further acetabular damage is expected. Risks and benefits will be taken into consideration and a total hip arthroplasty will be indicate whenever the possibility of requiring a reintervention for converting a hemiarthroplasty to total arthroplasty is considerable [7, 8] 
Recommendation
